We report a teenage boy with retrocaval ureter, which was treated laparoscopically. On September 22,
graphy demonstrated bilateral hydronephrosis.
On the left side, ureteral stone was diagnosed and this was spontaneously discharged the following day. On the right side, hydronephrosis with kinked hydroureter, so -called reversed J deformity , was detected on excretory urography.
On computed tomography, the right ureter was compressed between the iliopsoas muscle and inferior vena cava. Based on these findings, this patient was diagnosed as having retrocaval ureter. Laparoscopic surgery was performed on 21 November 2001 because of persistent dull right flank pain and the presence of right hydronephrosis.
After insertion of guide wire and ureteral cthether, the patient was placed in a modified left lateral position with a foot device and four trocars were placed. After mobilization of the ureter from the vena cava, the right ureter was transected just cephalad to the retrocaval segment. Then the retrocaval segment was pulled anteriorly to the vena cava, end-to-end anastomosis of the upper and lower ends of the ureter was performed laparo-
scopically. An automatic suture device was introduced and seven 4-0Vicryl interrupted sutures were made to achieve watertight ureteroureterostomy, then a double J ureteral stent catheter was indwelled. The surgical duration was 7 hour 8 minutes and the blood loss was only 28 ml.
Postoperatively, acute perceptive deafness with left tubal dysfunction occurred, but this was immediately improved with steroid therapy. The patient started to walk and take meals from the second day postoperatively and was discharged on the 15th postoperative day. On the 42nd post-operative day, the stent catheter was removed. Right flank dull pain disappeared after surgery. Retrograde pyelography demonstrated tortuous ureter in the shape of an italicized S (Fig. 3 ).
This patient had no prior history of abdominal surgery. Based on these findings, this patient After placing trocars, abdominal pressure was kept under 10 mmHg.
The line of Toldt was incised, and the ascending colon was reflected medially. After this manipulation, the vena cava and ureter were exposed. The ureter was easily detected with manipulation of the ureteral catheter extracorporeally. Then the ureter was mobilized from the vena cava proximally and distally (Fig. 4 ) .
The portion behind the cava was also mobilized. After partial withdrawal of the guide wire and ureteral catheter, the right ureter was transected just cephalad to the retrocaval segment.
The retrocaval segment was pulled anteriorly to the vena cava and about 1 cm of the stenotic part of the ureter was resected.
The lower end of the ureter was vertically incised about 5 mm to form a spatula-like shape. The guide wire with ureteral catheter was reinserted into the renal pelvis and end-to -end anastomosis of the upper and lower ends of the ureter was performed laparoscopically.
Initially, we attempted the conventional laparoscopic intracorporeal suturing method, but it was too difficult and the ureteral wall was frequently torn. Then an automatic suture device (Endo stitch ; Autosuture Norwalk, CT, USA) was introduced and seven 4-OVicryl interrupted sutures were made to achieve watertight ureteroureterostomy. After ureteral catheter One of the most important advantages of the In our case, it was very easy to detect the ureter by moving the ureteral catheter extracorporeally which was inserted into the ureter just prior to the surgery, however, the anastomosis of ureter to ureter required considerable time. 
